Sir,

A 16-year-old girl presented to us with asymptomatic hyperpigmented lesions over the left side of her chin since the past 6 months. According to the patient, it started as a small black discoloration of the skin which gradually increased in size. There was no history of preceding trauma, redness or tightness of the skin, associated systemic complaints, or family history of similar illness. Cutaneous examination revealed three broad unilateral linear hyperpigmented atrophic lesions, with depressed margins along Blaschko\'s lines without any sign of inflammation or induration \[Figure [1a](#F1){ref-type="fig"} and [b](#F1){ref-type="fig"}\]. The surface of the atrophic lesions was wrinkled. A 4 mm punch biopsy was taken from the margin of the lesion. Histopathologic examination (HPE) with hematoxylin and eosin staining showed epidermal atrophy along with dense melanin deposition along the basal layer with apparently normal subcutaneous tissue \[[Figure 2](#F2){ref-type="fig"}\]. Sparse perivascular and periappendageal lymphocytic infiltrate with slight thickening of collagen bundles was present in the dermis. There was no evidence of sclerosis or atrophy of the appendages \[[Figure 3](#F3){ref-type="fig"}\]. The difference with the normal epidermis could be seen in the HPE \[[Figure 4](#F4){ref-type="fig"}\]. Verhoeff--van Gieson stain showed normal elastic tissue \[[Figure 5](#F5){ref-type="fig"}\]. On the basis of the clinical and histopathologic findings, we diagnosed the case as linear atrophoderma of moulin (LAM).

![(a and b) Linear hyperpigmented atrophic plaque, with depressed margins along Blaschko\'s lines](IJD-62-214-g001){#F1}

![Epidermal atrophy along with dense melanin deposition along the basal layer with apparently normal sub cutaneous tissue (H and E, ×40)](IJD-62-214-g002){#F2}

![Sparse perivascular and periappendageal lymphocytic infiltrate with slight thickening of collagen bundles in the dermis with no evidence of sclerosis or atrophy of the appendages (highlighted with arrows) (H and E, ×100)](IJD-62-214-g003){#F3}

![High power view showing the difference between normal and atrophic skin (an arrow highlighting the junction) (H and E, ×400)](IJD-62-214-g004){#F4}

![Verhoeff--van Gieson stain showed normal elastic tissue (×100)](IJD-62-214-g005){#F5}

LAM is a rare dermatosis characterized by a hyperpigmented atrophoderma that follows Blaschko\'s lines with onset usually during childhood and adolescence.\[[@ref1]\] Postzygotic mutation in lamin A gene has been postulated as a possibility for developing this disorder.\[[@ref2]\] The trunk and limbs are usually involved without any preceding inflammation or subsequent induration and sclerosis.\[[@ref3]\] Presentation over the face, as was seen in our case, is rarely reported in literature. The clinical atrophy is reported to be induced by a reduction of subcutaneous tissue but not dermal tissue as observed by ultrasound imaging.\[[@ref4]\] However, subcutaneous tissue is not routinely mentioned to be reduced according to other reports and text.\[[@ref1][@ref2]\] LAM is a self-limited disease. Progression of the lesions usually stops within a few months without any pattern of remission.\[[@ref1]\] Hematoxylin and eosin staining usually show normal or atrophic epidermis, along with hyperpigmentation of the basal layer. The collagen bundles in the mid and deep dermis may be edematous or slightly homogenized in appearance. Although elastic fibers are usually normal, occasionally some clumping and loss of fibers may be seen in the deep dermis. Adnexal structures are usually preserved. Mild perivascular infiltrate is seen in the upper dermis and somewhat heavier in the deep dermis consisting of lymphocytes and a few macrophages and rarely, plasma cells. Some superficial vessels may be mildly dilated. There may be a few melanophages in the superficial dermis.\[[@ref2]\]

The differential diagnosis includes atrophoderma of Pasini and Pierini, linear scleroderma, and porokeratosis. Clinically, the preceding inflammation, sclerosis, and induration that accompany linear scleroderma are usually absent in LAM. Histopathology of the former reveals thickened and closely packed collagen bundles with atrophic eccrine glands, hair follicles, and periappendageal fat. Atrophoderma of Pasini and Pierini clinically and histologically resembles LAM except that it does not follow Blaschko\'s lines.\[[@ref5]\] Porokeratosis was excluded clinically and histopathologically by the absence of keratotic ridge with central groove and cornoid lamella, respectively.\[[@ref2]\]

Effective treatment with methotrexate 20 mg/week for a duration of 6 months has been reported.\[[@ref6]\] Due to esthetic nature of the disorder, use of self-tanning cream has been advised.\[[@ref4]\] The partial improvement was reported with topical calcipotriol, intravenous penicillin together with topical PUVA, oral Potaba (potassium para-aminobenzoate), high-dose Vitamin E (400 IU/day), and topical clobetasol propionate.\[[@ref1]\] Since none of these medications are uniformly effective for this rare dermatosis, especially over face, we started topical tretinoin (0.05%) cream empirically once at night. If we do not see any appreciable improvement after 3 months, we would consider starting methotrexate. We report this case of LAM because of paucity of its clinical and histopathological description in the literature, especially from India.
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